Introduction
Adolescence is an important period when transition from childhood to adulthood takes place and the behaviours and life styles are shaped. They are a large and growing segment of the global as well as our own population. UNICEF assessment and analysis of the situation of adolescent in Bangladesh says that, now we have 52 million adolescents 1 . Unfortunately this distinct group in the society always grows up without proper attention, especially girls, most of whom move straight from childhood to marriage and pregnancy 2 . Even the male adolescents are found to be at risk. Data regarding this reveals that, male college/university students visited female sex workers and that a part of them never used a condom. So the adolescent boys are extremely prone to develop STDs. Besides dropout rate in secondary school is much higher than in primary schools 2 .
Moreover, a section of them are victimized to smoking, drinking, drug abuse and trafficking, exploitation, acid throwing, eve teasing, suicide, premarital sex, rape or violence. So always there is a gap between their rights, health, gender equality, self-development, protection and most importantly they can't exchange their knowledge and ideas to the outside world 3 . Therefore, 8 . The health problems in adolescent group need special attention because during this period they are not free to discuss their problems with near ones in our socio cultural background. Furthermore, adolescents are encouraged to engage themselves in many anti-social works influenced by the media. Most of the cases these facts remain unnoticed and the affected stay unaware of them that ultimately increase the health risk and the health problems. That is why conducting study on this issue is required to find out the ways and means to improve the situations.
Materials and Methods
This descriptive type of cross sectional study was done in Baliati village, Saturia upazilla of Manikganj district and Mohashashi village, Dhamrai upazilla of Dhaka district and conducted from November 2015 to January 2016. Targeted study population was 10 to 19 years of both sexes residing in the study place. The sample size was 510 adolescents between 10 to 19 years of all sexes of above mentioned villages. Non-probability purposive type of sampling was followed for this study. Data was collected on a structured interview schedule containing close ended questions keeping in view the selected variables of the study. The data was checked, verified and edited daily. After checking and rechecking data was analyzed by using Microsoft office package program. The frequency range and consistency was checked. Data was coded and recoded to create new variables. Accuracy of the data was ensured by defining range, limits and valid values of all variables. Data were presented in the forms of tables after analysis. As expected 81% respondents were students. Father and mother both were alive in 74.5% respondents. 
Results

Discussion
This study was done to determine the magnitude of risk behaviours and to see the relationship of socio-demographic, cultural and economic factors alongside the common health problems of rural adolescents about health, hygiene and treatment seeking behaviour. In the present study regarding level of education, it was found that 16.3% had informal education, 37.1% had primary level of education, 38.6% had secondary level of education and 8% were found illiterate. each rise in educational level from 54% at primary to 41% at secondary and 25% at higher secondary level. Around three quarters of boys complete the primary stage and one-half the secondary stage. Boys drop out of school mainly because of the pressure of work, although school related costs and a lack of interest on the part of the boy or his parents are also factors. Adolescent boys acquire technical and vocational skills by informal, formal and non-formal means 2 . The study shows similar findings that there is decline of enrolment by level to level of education. This study reveals that migration due to poverty had increased than the past. Lack of job opportunity, educational and health care facilities in the rural areas is the major cause of migration which may be a reflection of socio-economic deterioration of Bangladesh. In a study by Rita A in 2000 it was found that cause of migration due to search for job was 22.3% poverty 25%, river erosion 1.7%, transfer by the employer 15.3%, education 22.5% and other causes were 2.7% 9 .
Majority of the respondents had both father and mother alive 74.5% and 20.2% of them had single parent i.e. either father or mother died or separated. According to Bangladesh Bureau of Statistics (BBS) survey around half of them live with parents, 19% with mothers, 16% with other person, 7% alone, 7%with either step father or step mother 6 .
In this study, it was found that most of the rural dwellers find employment in the informal sectors. The present study reveals the poor socio-economic condition of the families residing in the villages. As a result they suffer from financial constrain. In this study, out of 510 respondents, 12.74% were involved in those activities. Studies reveal that the rural children of Bangladesh use those substances which are easily available and cheap. The present study reveals that the adolescents mostly suffer from skin disease (18.6%). According to 'BBS, Health and Demographic Survey 1999 'the common diseases from which adolescents suffer most are fever, common cold, malaria, dysentery, asthma and influenza. Illnesses which affect a higher proportion of girls than boys include asthma (twice as many girls), rheumatic fever, ordinary fever, dysentery and influenza. Accidents are a significant cause of injury and event mortality in adolescence, especially for boys. In Bangladesh, the accident rate is two and a half times higher for adolescent boys than girls (0.5 compared to 0.2%) 6 . This information reveals the poor health and hygiene condition of the villages. It also indicates most of the illnesses and diseases of the rural adolescents are due to poor nutrition, lack of awareness and communicable diseases.
Conclusion
Risk behaviour and health problems are related to incomplete education, several socio-economic barriers and unhygienic health status which are more or less affecting the process of their normal physical growth and intellectual development. It was found that a number of socio-demographic and economic factors correlate with their risk behaviour, knowledge about health, hygiene and treatment seeking behaviour. The incompatibility between macroeconomic and social policies and a significant break down in social and family cohesion and cultural values are leading causal factors of adolescent risk behaviour. We have to be more attentive about the overall health situation of the adolescents as they are the future planner and leader who can bring the changes in a country.
